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H 00 INITIAL COMMENTS H 00
This Statement of Deficiencies was generated as
a result of a State Licensure Survey conducted in
your facility on May 11, 2009 and finalized on May
12, 2009, in accordance with Nevada
Administrative Code, Chapter 449, Home Health
Agencies.
The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.
The census was 29.
Four records were reviewed.
Two home visits were conducted.
The following deficiencies were identified:
H128| 449.77 ing Body; Hizg  |f121 and
9.770 Governing Body, Bylaws H128 (449.770) Next scheduled | 06/05/05
. . ) PAC is July 2009. The roster
3;;“‘90%0";?::3 bo‘fy shall ap;laqmtlag_advnsory includes:Medical Director, Agency
group of p ional personne’, Including one or Administrator,Agency Director,
more members who are practicing physicians, Charge RN, 2 Community members
one or more professional registered nurses and 2 Volunt ? Chap] Ly MSY . PT :
representatives from other professional olunteers, aplain, 2t
disciplines as indicated by the scope of the 0T,ST and BH$ Quality . D1r‘ectc_3r *
agency's program. The Agency di rector wi 11 review
This Regulation is not met as evidenced by: the roster prior tf_) meeting to
Based on document review and staff interview, ensure that there is repre-
the agency failed to appoint members to the sentation from each professional
advisory group of professional personnel that discipiine present at the PAC
included representatives from the professional meeting. Invitations will be sent
disciplines as indicated by the scope of the to each member in advance. Attend-
agency's program. ance will be taken at all meetings
and reviewed by the agency Director
Findings include: or Administrator. Consistant
absenteeism will be addressed
If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H128 | Continued From page 1 H128 Hi28 cont. from page 1
During review of the professional advisory group and another representative selected.
minutes, it was noted that the group did not have
a representative from physical therapy or speech
therapy on the committee.
During an interview with the Director of Nursing
on 5/12/09 at 10:20 AM, she was asked about the
professional advisory group's make up. She
stated that she was not aware that all disciplines
with in the scope of the agency practice needed
representation. She confirmed that there was not
representation from physical therapy and speech
therapy.
Scope of 1, severity of 1
H141| 449,779 Professional Advisory Group H141

2. The professional advisory group must include
at least one member who is a practicing
physician, one professional registered nurse,
representatives from other professional
disciplines as indicated by the scope of the
agency's program and two members who are
representatives of the general public served by
the agency. At least cne member of the advisory
group may not be an owner or employee of the
agency. The administrator or his designee shall
attend all meetings of the advisory group.

This Regulation is not met as evidenced by:
Based on document review and staff interview,
the agency failed to include on the professional
advisory group representatives from all
professional disciplines as indicated by the scope
of the agency's program.

Findings include:
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requires the following:

Nevada Revised Statutes 449.179 "Except as
otherwise provided in subsection 2, within 10

employee's next scheduled shift.
Employee is currently on leave
of absence.
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H141| Continued From page 2 H141

During review of the professional advisory group

minutes, it was noted that the group did not have

a representative from physical therapy or speech

therapy on the committee.

During an interview with the Director of Nursing

on 5/12/09 at 10:20 AM, she was asked about the

professional advisory group's make up. She

stated that she was not aware that all disciplines

with in the scope of the agency practice needed

representation. She confirmed that there was not

representation from physical therapy and speech

therapy.

Scope of 1, severity of 1

H152| 449.782 Personnel Policies H152 H152 (449.782) "Affidavit of 6/22/09

Felony Conviction" lettergenerated

A home health agency shall establish written by Director, signed by all Home

policies concerning the qualification, Health staff and placed in personnel

responsibilities and conditions of employment for records6/5/09. On 6/4/09,

each type of personnel, including licensure if electronic copy sent to Barton

required by law. The written policies must be HealthCare system, Human Resources

reviewed as needed and made ayailable to the Department for inclusion in

members of the stgff and the adv!sory g‘roups. employment prescreening packet

The personnel policies must provide for: for all prospective staff

6. The maintenance of employee records which Copies of emplovee #3 r‘ecéi ved

confirm that personnel policies are followed; -Op ploy

This Regulation is not met as evidenced by: in Human Resources Department

Based on record review and staff interview, the on 12/19/07. copy for Home Healith

agency failed to comply with NRS 449.179 for 10 personnel chart received 6/3/0? .

of 10 employee records reviewed. Fingerprints for employee #2 willl be
obtained and submitted to the

Findings include: Central Repository for Nevada
Records of Criminal History

The Nevada Revised Statutes, under chapter 449 for submission to the FBI prior [to

The director or chargée RN will
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days of hiring an employee or entering into a
contract with an independent contractor, the
administrator of, or the person licensed to
operate, an agency to provide nursing in the
home, a facility for intermediate care, a facility for
skilled nursing or a residential facility for groups
shall:

(a) Obtain a written statement from the employee
or independent contractor stating whether he has
been convicted of any crime listed in NRS
449.188;

All of the employee files: During personnel file
review the employees did not have a written
statement in their personnel file stating whether
he has been convicted of any crime as required
in NRS 449.188. The most recently hired of
these employees was Employee #2, with a date
of hire of 1/5/09.

During an interview with the Director of Nursing
on 5/12/09 in the AM, she stated that she was not
aware of this requirement.

NRS 449.179(3)

Initial and periodic investigations of criminal
history of employee or independent contractor of
certain agency or facility.

3. The administrator of, or the person
licensed to operate, an agency to provide
personal care services in the home, an agency to
provide nursing in the home, a facility for
intermediate care, a facility for skilled nursing or a
residential facility for groups shall ensure that the
criminal history of each employee or independent
contractor who works at the agency or facility is
investigated at least once every 5 years. The
administrator or person shall:

review the personnel coversheet
for evidence of completion of
required components for alil con-
tracted and permanent employees
prior to placement on schedule.
Permanent employee files will
continue to be tracked by
Barton HealthCare System, Human
Resources Department.

Agency Director or Charge RN
will review cover sheet for

and during annual review.

deficiencies will result in
delay of the evaluation with

expectation that the deficiency
be met in 2 weeks. If expectatipn
is not met, failure to do so wil|l
be noted in employee's evaluation.

Any
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H152 | Continued From page3 H152 H152 cont. from page 3.

required elements prior to scheduling
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(a) If the agency or facility does not have the
fingerprints of the employee or independent
contractor on file, obtain two sets of fingerprints
from the employee or independent contractor;

(b) Obtain written authorization from the
employee or independent contractor to forward
the fingerprints on file or obtained pursuant to
paragraph (a) to the Central Repository for
Nevada Records of Criminal History for
submission to the Federal Bureau of Investigation
for its report; and

(c) Submit the fingerprints to the Central
Repository for Nevada Records of Criminal
History.

During personnel record review, it was noted that
Employees #2 and #3's files lacked documented
evidence that fingerprints had been obtained from
the employees for submission. The files lacked
documented evidence of copies of the
fingerprints.

Scope of 1, severity of 2

449 782 Personnel Policies

A home health agency shall establish written
policies concerning the qualification,
responsibilities and conditions of employment for
each type of personnel, including licensure if
required by law. The written policies must be
reviewed as needed and made available to the
members of the staff and the advisory groups.
The personnel policies must provide for:

7. The annual testing of all employees who have
contact with patients for tuberculosis pursuant to
NAC 441A.375; and

This Regulation is not met as evidenced by:
Based on record review it was determined that 1

H152

H153

H153 449.782

Copies of employee #2's TB testi
received on 6/2/09 and placed in
personnel file. Employee has
evidence of Mantoux testing on
1/9/09, 2/5/08 and 5/15/09, all
with negative result.

Personnel file cover sheets
that allow visualization of all
required elements with review
and sign-off by Agency Director
or Charge RN prior to initial
scheduling and during annual
review,

Failure to meet TB testi

6/2£09:
g

ng

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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expectation will result in

employee not being scheduled to
work until said expectation is
met. Repeated failures to comply
with expectations will be
NAC 441A.375 reflected in employee's evaluation.

of 10 employees did not have evidence of TB
testing in accordance with NAC 441.A. (#2)

Findings include:

3. Before initial employment, a person employed
in a medical facility, a facility for the

dependent or a home for individual residential
care shall have a:

(a) Physical examination or certification from a
licensed physician that the person is in a state of
good health, is free from active tuberculosis and
any other communicable disease in a contagious
stage; and

(b) Tuberculosis screening test within the
preceding 12 months, including persons with a
history of bacillus Calmette-Guerin (BCG)
vaccination.

If the employee has only completed the first step
of a 2-step Mantoux tuberculin skin test within the
preceding 12 months, then the second step of the
2-step Mantoux tuberculin skin test or other
single-step tuberculosis screening test must be
administered. A single annual tuberculosis
screening test must be administered thereafter,
unless the medical director of the facility or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a
positive tuberculosis screening test is exempt
from screening with skin tests or chest

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H153| Continued From page 6 H153

radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered
pursuant to subsection 3 shall submit to a chest
radiograph and medical evaluation for active
tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of

pulmonary symptoms. A person with a history of
tuberculosis or a positive tuberculosis screening
test shall report promptly to the infection control
specialist, if any, or to the director or other person
in charge of the medical facility if the medical
facility has not designated an infection control
specialist, when any pulmonary symptoms
develop. If symptoms of tuberculosis are present,
the employee shall be evaluated for tuberculosis.

During review of the personnel files of the
employees, only one file (Employee #2) lacked
documented evidence of tuberculosis screening
tests.

Scope of 1, severity of 2

H195/ 449.800 Medical Orders H195 H195 449.800 6/2/09
Multiple phone calls to Physician's

2. Initial medicat orders, renewals and changes of office on 5/11/09 to report tha

orders for skilled nursing an d other therapeutic order sent had not yet been

services submitted by telephone must be received and that it was out of

recorded before they are carried out All medical compliance. Order signed by physician
orders must bear the signature of the physician that day and returned via fax.

who initiated the order within 20 Working days Physician 's office apoloqi ZEd and

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H195 | Continued From page 7 H19 | eported that they had mistakenly

after receipt of the oral order. filed under patient's nickname

This Regulation is not met as evidenced by: and that is why they were

Based on clinical record review and agency policy unable to track when we called.

review, the agency failed to obtain signatures on Yerbal orders are received and

physician's orders for 1 of 4 patients. (#1) recorded by Tlicensed staff. The

o information is entered
Findings include: into the computer system and
. . copied for tracking purposes.
Patient #1 was admitted to the agency on 3/25/09 Written orders are sent out for

with diagnoses of aftercare following an
abdominal hysterectomy related to neoplasm,
long term anticoagulant use, hypertension,
diabetes and atrial fibrillation.

Physician signature three times
weekly. Outstanding orders
report will be run weekly for
tracking and foilow up. Any

During clinical record review the physician order not returned within

signature on the plan of care dated 3/25/09 was fifteen (15) working days, should

not signed by the physician until §/11/09. be faxed and/orPhysician’s officg

called as a second request.

Scope of 1, severity of 1 Home Health secretaries will keep

a log of physicians offices failjing
; to meet the requirement and
1196 449.800 Medical Orders M9 |{his. data shared with the physipn

3. Orders must be specific regarding the level of annually.

care and the service given.

4. Medication orders must include: H196 449.800 _ 5/13/09
(a) The name of the drug. Follow up visit to patient #2 5/19820/
(b) The exact dosage in units, milligrams, performed on 5/13/09 and review/

grams or other measurements. instruction of all medication
{c) Frequency. performed and documented. Call
{d) The duration of treatment. to primary physician to report
{e) The method of administration. error in wound vac suction
{f} Any special precautions, including setting and clarify Coumadin dosg

requests for dactor's orders for the use of and OTC medication use. 1Inst.
adrenaline for possible anaphylaxis. nursing staff to make copy of
medication sheets in walk

This Regulation is not met as evidenced by: chart for hard chart when orders

Ba§ed on cliqical record review: observation and given to change dose, freq.,

patient interview, the agency failed to update the duration, or route, to ensure

orders on the plan of care to reflect the care updated orders are available
given to the patientin 1 of 4 clinical records. (#1) in the nffice filec

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM bee GHYE11 If continuation sheet 8 of 11




Bureau of Health Care Quality & Compliance

PRINTED: 05/28/2009
FORM APPROVED

STATEMENT OF DEFICIENCIES

{X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

Findings include:

Patient #1 was admitted to the agency on 3/25/09
with diagnoses of aftercare following an
ahdominal hysterectomy related to neoplasm,
long term anticoagulant use, hypertension,
diabetes and atrial fibrillation.

During the home visit of 5/11/09, at 2:00 PM, the
patient was interviewed about her medications.
She stated that her medications were keptin a
plastic container in the china hutch. During
review of the medications, several discrepancies
were noted in the medications actually taken and
the medications ordered on the plan of care. The
following medications were on the plan of care:

Lantus 25 u SC daily

Synthroid 100 mcq. Orally, daily
Metoprolol 76 mg. orally 2 times a day
Coumadin 2.5 mg. orally daily at 1800.
Prilosec 20 mg. orally, daily

Iron 324 mq. orally, daily

Phenergan 125 mg. 1 orally q 6 hours PRN
nausea

The medication that the patient was actually
taking was as follows:

Lantus 25 units subcutaneously daily, in the AM
Synthroid 100 mcq. orally, daily

Metroprolol 75 mg. orally 2 times a day
Coumadin § mg. orally daily, patient states she
has taken since 4/2/09

Prilosec 20 mg. orally, daily

{ron 324 my. orally, twice a day, patient states
she has taken since 3/1/09

Phenergan 125 mg. 1 orally q & hours PRN
nausea

Clinical chart audit updated

to include review of OTC mMeds
and instruction/review for drug
interaction problems. Review

of identified errors in practice
(OTC meds, instruction/review
for drug interaction problems,
misinterpretation of documentati
use: of ranges in frequency orde
and missed visit notes) performe
with all clinical staff on
5/19/09 and 5/20/09. Staff
verbalizes understanding of all

instruction given,
Audit data will be presented to

PAC, and Home Health staff.
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f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H196 | Continued From page 9 H196

The patient also had Naproxen and Tylenol at her
bedside. When asked about these medications,
she stated that she took them when she got the
"prickly" pain in her feet at night.

The plan of care dated 3/25/09 required skilled
nursing visits to be made 3w 8- M, W, F. (three
times a week for eight weeks on Monday,
Wednesday and Friday). During clinical record
review it was noted that the patient was seen only
two times during the week of 3/22/08. There was
no documented evidence in the record as to why
the third visit was not made. During the week of
4/5/09, the patient was seen on Monday,
Wednesday and Saturday. There was no
documented evidence in the record as to why the
visit was made on Saturday instead of Friday.
The record lacked documented evidence that the
physician had been notified of the change in the
plan of care.

The order on the plan of care was for wound care
using a wound vac. The suction pressure to be
utilized was written in the plan of care dated
3/25/09 as 125 mmhg of continuous suction. The
number 125 resembled 175. On the skilled
nursing notes dated 3/27/09, 4/6/09, 4/24/09 and
4/27/09, the number was written as 175. The
note for 4/20/09 had listed the number as 125.
During the observation of the home visit, the
nurse told the patient that she was putting the
machine at 175 mmhg of continuous suction,

On the morning of 5/12/09, the Director was
asked about the suction strength and she was
asked if she could decipher the writing on the
plan of care. She stated that the suction should
have been at 125 mmhg. There was no
documented evidence in the record that the

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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order.

Scope of 1, severity of 2

physician was notified for clarification of the

H196
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